syphilis no longer presents problems and that venereal diseases are not transmitted by homosexuals.
Because venereal disease is seldom suspected in the anorectal area, patients are referred to a surgeon interested in proctology, for tile purpose of establishing a correct diagnosis. 11 The incidence of reported cases of syphilis in the United States has tripled since 1957.14 In Sweden, it has tripled since 1960.
This increased incidence has also occurred among other seafaring nations. However, seafaring is not the only reason for the spread of the disease. Increased mobility of the population is also a reason. This is exemplified by the fact that in Switzerland, where approximately one-third of the laborers are foreigners, the incidence of syphilis has increased more than tenfold since 1957.
Nowadays, homosexuality seen% to play an important part in the transmission of syphilis, particularly in large cities and ports, as reported by Nicol30 Appreciable increases in the incidence of syphilis due to homosexuality have been observed during recent years, not only in the United States but also in England and the Scandinavian countries. 6
Former surveys indicate that only 2 to 4 per cent of extragenital chancres were situated in the anal canal. During the last seven years, however, i~omosexual contact seems to be responsible for about 25 to 50 per cent, or more, of primary extragenital *~ Read at the meeting of the American Proctologic Society, April 17 to 19, i967. syphilis occurring in male patients, s Reports from countries in western Europe state that the increase in the number of cases of syphilis is practically and exclusively due to the increase of the disease among homosexuals° Homosexual men, as a rule, believe that they cannot contract syphilis because they regard it as a woman's disease. 2 Anal involvement by syphilis call, sometimes, be cotnpletely overlooked by tile patient because tile symptoms may be mild and of short duration. As a rule, he is likely to ascribe his anal symptoms to piles. YVhen tile patient asks for medical advice, the disease is very seldom diagnosed correctly-at least not primarily. This is due not to the physician's lack of interest in anorectal lesions but to the fact that it is di.fficuh to recognize luetic disease o~ this area. 4 A brief review of cases of anorectal syphilis seen at a rectal clinic in Gothenburg is presented. Reports of much larger series have been published, but usually it has been di~cult to determine accurately the PRIM.\RY 5"~PHI[.IS Ol ' THE ANORECTAL REGION ,i63 number of cases of primary syphilis because the clinical findings are not accurate or darkfield microscopic examination, to a great extent, has not been performed, a Ten cases of anorectal syphilis were seen at the outpatient department of the Department of Surgery I at the University Hospital, Gothenburg, during the years I958 to 1967. Apparently these were all the registered cases in that area during this period. Table  1 shows the annual incidence of cases during the last ten years. The number of cases on which the table is based is too small, however, to permit significant conclusions. The anorectal chancre discovered in this series was in a 31-year-old woman who had practiced analism for several years with visiting sailors. She was referred by a gynecologist because it was suspected that she had a carcinoma of the anterior wall of the rectum and the ampulla. The lesion looked very much like an early carcinoma, with elevated edges and central necrosis. The diameter of the lesion was about 2 cm. It was a typical primary syphilitic lesion o~ the rectum5 s, ~7
The other patients were nine single men with different occupations, all admitting homosexual exposure ( Table 2) . it is significant that seven of the patients were infected abroad, or by foreigners visiting Sweden. z3 The difficulty of recognizing anorectal syphilis has been stressed by many authors, among whom was Hecht.I None of the patients in our series was diagnosed correctly by the referring physician. One patient had been examined on six different occasions by six surgical registrars at the emergency department of the hospital, and in no instance was syphilis suspected ( Table 3 ).
No single feature is pathognomonic of syphilis of the anal canal. The most constant characteristic is ulceration, usually situated in the midline, and, as a rule, it is difficult to differentiate it from the ulceration of an anal fissure 9 (Figs. 1-3) . Sometimes the ulceration consists of one or several erosions causing abundant, foulsmelling discharge, secondary irritation and itching (Fig. 4) . Sometimes the ulceration has a bizarre and atypical appearance ( Fig.   4 5). Many authors claim that ulceration o[ luetic type is practically painless and produces very little discomfort at examination. .~n this series, eight different patients complained of pain (Table 4) . Two had such severe pain at night that they had to seek emergency care. lz Anorectal syphilis must be diagnosed early because the initial changes disappear rapidly. The lesions heal spontaneously, usually within three to [our weeks. After administration of penicillin, as a rule, the lesiofl heals completely within a week or ten days (Fig. 6) .
Even if syphilis of the anorectal region can be diagnosed solely by clinical examination, the darkfield procedure and serologic tests should be utilized to establish the diagnosis. Among the diseases to be differentiated from syphilis of this region are anal fissure, hemorrhoids, and manifesta- Syphilis must be suspected especially in all cases of ulceration in or around the anal canal if there are associated hard bilateral inguinal glands, This is particularly true if the patient is a single man who has the indefinable characteristics of a homosexual. It is probable that the comparative rarity of cases hitherto reported is owing more to overlooking or misinterpreting the lesions than to a low incidence of luetic infections in the anorectal region.S improved awareness of the possibility of syphilis involving this region may result in early diagnosis and treatment and thereby prevent spread of the disease.7, is Treatment alone does not complete the physician's responsibility. Discovering and examining persons who have had sexual contact with the infected patient is also essential if we hope to eradicate the disease, 16
